Mental healthcare provision in the Eastern Cape Province is inextricably entwined with the province's colonial past and, in later years, by the introduction of the policy of apartheid and the Bantustans. These laid the foundation for an inequitable distribution of mental health services in the province. The objective of this article is to provide a background for the historical factors that have had an impact on the provision of public sector mental health services. The archives of the British Medical Journal and the South African Medical Journal and universities in South Africa were accessed to obtain the information presented here.
History and geography played a pivotal role in shaping the Eastern Cape first into Bantustans and later the Eastern Cape Province in a democratic South Africa (SA) (Figs. 1 and 2). Mostert [1] in his book, Frontiers: The Epic of South Africa's Creation and the Tragedy of the Xhosa People, states that the 'wars and moral struggle on the Cape frontier' affected the formative experience of SA, attitudes to colonialism and racism, and later of the political ideologies of Steve Biko and Nelson Mandela, whose ancestors were closely involved in these wars. The development of boundaries within the province influenced the location of both general and mental health facilities, therefore affecting access to and division of services along racial lines. The province has been the site of nine border wars (between 1779 and 1879) fought between the British and Dutch against the amaXhosa. [2, 3] It was against this backdrop of war and control of land that the province was annexed by the British. In 1819, the British parliament approved the spending of GBP50 000 towards the settlement of 5 000 Europeans in the eastern regions of the Cape Colony to create a border guard between the settlers and the amaXhosa. [4, 5] The Transkei, originally referred to as Pondoland, was between the Kei River and the then Colony of Natal. More precisely, it was between the uMtata River to the south and the Umtamvuna River to the north. It occupied an area of approximately 47 000 km 2 and was progressively annexed by the British from 1874 to 1894. Pondoland was the last region to fall under British control. [6, 7] The area was then divided into districts and the chiefs were reduced to overseers, only able to hear civil cases under native law.
The Ciskei was already part of British Kaffraria, with King William's Town as the capital city. [3] British Kaffraria consisted of land between the Keiskamma and Kei Rivers, and was subdivided into seven counties. [8] After the union of SA in 1910, British Kaffraria became known as the Border region.
Sir George Grey, the Governor of the Cape Colony from 1854 to 1861, was instrumental in developing a segregationist rule. His objective was to subordinate the chief 's authority to the British government. two races but not on an equal basis. Grey was of the opinion that the industrial relationship between the 'European and the Kaffir should be that of employer and employee' . A significant victory for colonial authorities was the cattle killings that occurred between April 1856 and May 1857. Following the visions of a prophetess, the amaXhosa killed approximately 400 000 cattle on both sides of the Kei. This forced submission to the colonial government and almost all the land of the AmaXhosa was given to white immigrants or black officials of the colonial government. [11, 12] 
Early health services in the Eastern Cape
Prior to the development of asylums in the eastern regions of the Cape Colony, mentally ill patients were not only 'admitted' to jails but were also treated at general hospitals. [13] This was particularly true for the Bantustan of the Transkei, which depended on mission hospitals to provide services.
In British Kaffraria there were no health services for the entire populace, white or black, until the establishment of Grey Hospital in King William's Town in 1856. This was a natives-only hospital, but indigent Europeans were also admitted. The hospital was originally situated in a pensioners' village and consisted of 20 cottages. Dr John Patrick Fitzgerald was appointed the first superintendent of native hospitals and held this post from 1856 to 1884. The hospital served British Kaffraria and Pondoland. [14] [15] [16] In April 1893, trained nurses were introduced in the hospital and they had native assistants. [17] The hospital was declared a national monument in 1971 and continues to function as a district hospital today. [15] Two years after the opening of Grey Hospital, the Albany Hospital in Grahamstown was opened. [18] This hospital treated the mentally ill as well as the chronically sick. In 1923, the hospital was moved to the current site of the Settler's Hospital. [18] Grey, Albany, Frontier and the Provincial Hospitals were the only hospitals in the Eastern Cape until 1881, when Frere Hospital in East London was established. [10] This hospital was for the treatment of both natives and whites. Initially it housed nine patients, and by 1889 the hospital had 26 beds and eight wards. In 1932 the hospital was extended to accommodate 202 beds, and by 1956 the hospital had 456 beds. [16] It was only in 1882 that a hospital was established to serve most of the Transkei; Butterworth Hospital, which received patients from all over the Transkei, was opened. It was maintained in part by taxes collected from the Fingos, which was two shillings and six pence for 'each man' . [19] Victoria Hospital at the Lovedale Mission and Umtata Hospital were provincial hospitals and were therefore state aided. By 1909, these hospitals had 18 and 17 beds, respectively, serving mainly the native population. [20] The number of beds for natives increased to 186 at Umtata Hospital by 1943, with an additional 35 beds for Europeans and 10 beds for coloureds. [21] Mission hospitals contributed significantly to the development of health services in the Eastern Cape; ~60% of beds for the native population in the Transkei were provided by mission hospitals. [21] When the Transkei became an 'independent state' in 1976, all mission hospitals came under the control of the Transkeian government.
Development of psychiatric services
Mental institutions in the Eastern Cape were initially converted military barracks or prisons. The first facility was the Grahamstown Lunatic Asylum, established within the Fort England barracks in 1875. [22] Prior to this, a hut was being used as a makeshift hospital and later patients were kept in the Albany Hospital. [18] Dr Robert Hullah was the superintendent from 1876 to 1890, followed by Dr Thomas Duncan Greenlees. On the recommendation of Dr Green lees, the colonial government founded the Institute for Imbecile Children in Grahamstown in 1894. Dr Greenlees was superintendent of both these institutions as well as the Hospital for the Chronic Sick, which also admitted people diagnosed as insane. [18] The Grahamstown asylum admitted both Europeans and nonEuropeans, although in his 1904 report on the institution, Dr Greenlees made an appeal for white lunatics to be treated apart from the coloured and native races. [23] A large number of private patients were admitted here, with Greenlees offering services such as picnics and in some cases the provision of champagne; this service was for whites only. Black patients were involved in manual labour, such as doing laundry and farm work. Black men provided the labour force in 'the guise of occupational therapy. ' [24] Greenlees was of the opinion that black female patients did not require walks as this would interfere with the operational requirements of the asylum. [24] In 1908, the asylum became a whites-only facility. [25] It was only in 1952 that a separate ward for non-whites was created. [22] Due to the overcrowding experienced at the Grahamstown Lunatic Asylum, the colonial government took over the barracks at the Kowie River in 1888 and converted this into the Port Alfred Asylum. [18, 26] There are conflicting reports about whether this facility was for whites only or all races. According to Terreblanche, [27] the hospital was initially for whites only, however records show that in 1892 there were 36 nonwhites admitted. Jones [28] states that the Kowie Hospital was found unsuitable for white occupation and was purely for non-whites.
The colonial government recognised the need for a natives-only hospital, and in 1894 took over the military barracks in Fort Beaufort and converted it into the Fort Beaufort Asylum, for natives only. Dr John Conry was the first superintendent. Dr W J Dodds, the Inspector for Asylums, complained that there was insufficient accommodation at Fort Beaufort and an open air shelter was created for ten male tuberculosis patients. [20] The hospital was considerably extended with the building of huts in 1908, and a 60-bed male ward was added in 1913. [22] The 'hut annex' was commissioned by Conry as a means of cheap accommodation for the black insane, which resulted in a saving of GBP6 850 for the colonial government. [25] There was a high incidence of scurvy and tuberculosis at this institution. A contributing factor could have been the poor nutrition that patients received. This was probably because of the lesser allocation given to Fort Beaufort Asylum compared with other asylums in the colony. In 1909, Valkenberg Asylum had a nett expenditure of GBP7 480 per annum for a daily average of 410 patients compared with Fort Beaufort's per annum nett expenditure of GBP6 535 for a daily average of 475 patients. [25] Fort Beaufort Asylum was administered by the Ciskei government from 1981 to 1994, when Ciskei was incorporated into SA. Today, the hospital, known as Tower Hospital, receives patients from the entire province and serves as the only state rehabilitation centre for psychiatric patients in the region.
These three asylums, Grahamstown, Port Alfred and Fort Beaufort, shared an institutional culture insofar as they were visited by Dr Dodds, Inspector for Asylums, whose reports were distributed to all asylums. Superintendents gained experience from working at other asylums and case notes on patients were exchanged. Swartz [25] further states that the hierarchy of status in society was strictly maintained within the walls of the asylum. Black patients were transferred to Fort Beaufort Asylum and overflow patients from other asylums in the colony were transferred to Port Alfred Asylum.
Queenstown Mental Hospital was established in 1922. It was the only hospital at that time built specifically to accommodate the mentally ill. Within 15 years the hospital was expanded to include vegetable gardens, a dairy and a butchery. [22] The hospital admitted both whites and non-whites in separate sections.
In Port Elizabeth, the mentally ill were transferred to Grahamstown Asylum or lodged in the local hospital. In 1969, the Elizabeth Donkin Hospital, originally opened in 1937 as an infectious diseases hospital, was converted into a psychiatric hospital. [29] In Umtata, patients were treated at local mission hospitals or transferred to Fort Beaufort Asylum. It was only in 1976 that the Transkei government established a psychiatric facility. This is discussed further in the next section.
Legislation and its effects on mental health services
The earliest legislation regarding mental health services in the Cape Colony dates back to Ordinance No. 5 of 1833, which was amended in 1837 with Ordinance No. 3. These ordinances did not govern the provision of mental health services, and dealt only with the protection of the property of the insane. [22] Parle [30] [31] [32] and Swartz [33] report that colonial psychiatry shadowed colonial government policy in terms of putting in place practices that had racist effects, such as inadequate accommodation for black patients and scientific justifications for diagnosis that treated white and black patients as biologically different groups.
The Mental Disorders Act No. 38 of 1916 brought the control of all mental hospitals under the Commissioner for Mental Hygiene, Dr J T Dunston. This act promoted custodial care and remained in effect for 56 years, replaced by the 1973 Act. [34] Other legislation also greatly affected the development of mental and health services in the country. The movement of the non-white population from one province to another and within a province was greatly affected by various legislations. This entrenched the development of a segregationist society and therefore a fragmented health system.
As early as 1857, the movement of amaXhosa into the colony was governed by the so-called pass acts, which included the Kaffir Pass Act No. 23 of 1857 and the Kaffir Employment Act No. 27 of 1857. [35] [36] [37] [38] In 1913, after the establishment of the Union of SA and the Native Land Act No. 27 of 1913, blacks were no longer able to purchase or lease land outside of designated reserves. These reserves were later to become 'Bantustans' . Seven years later, the Native Affairs Act No. 23 of 1920 established a native affairs commission, which provided for a system of local councils in the reserves, and by 1927 the Union government had promulgated the Native Administration Act No. 38 of that same year. This act allowed the minister to, without prior notice to any persons, order any tribe or portion thereof to move from one place to another within the union. [35] [36] [37] [38] By 1948, the policy of apartheid ensured that health services in the Republic of SA were segregated by race. Health facilities were centralised within the republic. The apartheid government ensured a segregation of mental health services, favouring the white populace. There was a maldistribution of health workers and inequity in access of healthcare for different groups. [39] In 1951, the Bantu Authorities Act No. 68 of 1951 allowed for the creation of traditional tribal, regional and territorial authorities, initially run by the Native Affairs Department but with the promise of self-government in the future. [35] [36] [37] [38] This was the prelude to the development of the Bantustans of the Ciskei and the Transkei. In 1961, the SA government declared the Ciskei a separate administrative authority. The Bantu Citizenship Act of 1970 defined blacks living throughout SA as legal citizens only of the homelands designated for their particular ethnic group, thereby stripping them of their SA citizenship. These homelands gained independence in 1976 (Transkei) and 1982 (Ciskei). [35] [36] [37] [38] 40, 41] The provision of health services were now the onus of these 'independent' homelands.
In the Ciskei, Fort Beaufort Asylum and Cecelia Makiwane Hospital, in the native reserve of Mdantsane, provided mental health services. The Transkei government, in 1977, took over the administration of approximately 22 mission hospitals and the state-aided hospitals, Umtata and Butterworth. [42] Chief Moshesh, the Minister of Health in the Transkei, inaugurated the first psychiatric hospital in May 1976. The hospital, with 440 beds, was established on the grounds of the Mbizweni Prison and was called the Umzimkulu Hospital. Dr William Guy Daynes was the first superintendent. The hospital was incorporated into the province of KwaZulu-Natal in 2001. [43, 44] Dr Daynes established a psychiatric clinic at the Umtata Hospital. He went on to become the superintendent of Umtata Hospital and assist with the development of the medical faculty. [45] It was only in 1985, with establishment of the Medical School at the University of Transkei, that a 14-bed unit for mentally ill patients was created at the Umtata Hospital. This was the status quo in the homeland until 2005.
The World Health Organization's report on apartheid and mental healthcare [46] condemned the state of SA psychiatry. The report in cluded descriptions of overcrowded black wards surrounded by wire mesh fences. It pointed out that the type and quality of mental healthcare was determined by the colour of one's skin. However, a racist policy on the treatment of the mentally ill was already in situ as early as 1854. A report on the Robben Island Asylum [47] clearly states that 'white inmates whether insane or lepers, should be kept separate from the blacks ... ' It can therefore be argued that the policy of apartheid entrenched an existing racist policy in mental health.
Treatment modalities followed a similar pattern, with the prevailing notion that black Africans had a primitive personality. Even diagnosis was influenced by race, with Dunston in 1922 stating that the reason for no case of paranoia being diagnosed in the native population was owing to their inferior mentality. Dunston was of the opinion that blacks demonstrated a far lower level of intelligence than whites. [13] Dunston initiated the mental hygiene movement in SA and was instrumental in the development of the Mental Disorders Act of 1916. [13, 48] Another prominent Eastern Cape medical practitioner, Dr Darley Hartley, supported the mental hygiene movement as owner, editor and publisher of the South African Medical Record. Dr T D Greenlees, the superintendent of the Grahamstown Asylum, was also a supporter of this movement. [13, [48] [49] [50] The government enlisted private contractors to provide care for mainly black patients in long-stay facilities. These facilities were owned by Smith Mitchell & Co. This private enterprise provided 40% of all psychiatric beds in SA, 94% reserved for black patients. In the Eastern Cape, the company provided 700 beds in Kirkwood, Port Elizabeth. [13, 46, 51] A WHO report in 1983 condemned the poor hygiene standards and levels of care afforded to the black patients. [46] Health budgets were segregated according to population classification, resulting in an inequitable distribution of resources. Zwarenstein and Price [52] reported that the homelands and rural areas had the lowest number of hospital beds per capita and recommended that non-racial access to hospital care would achieve more health benefit for the same expenditure.
In East London, separate health services were already in existence since 1922, with the passing of the Public Health Act No. 36 of 1919. This was evident with the establishment of a whites-only in-patient service in 1931. [53, 54] A community psychiatric service was well established for the white and coloured population. Blacks were attended to in the native reserve of Mdantsane.
The Society of Psychiatrists of SA, now the SA Society of Psychiatrists, received severe criticism for their apparent support of the racist apartheid legislation. In 1978, a task team of the American Psychiatric Association found that the policy of apartheid resulted in discrimination of non-white patients treated in mental hospitals in SA. [55] [56] [57] In March 1985, the Council of the Royal College of Psychiatrists pointed out that 'there is substantial evidence that discrimination in the provision of psychiatric services based on race exists in SA both in State and Private Hospitals and that this discrimination in the provision of psychiatric facilities on the grounds of race is to us totally unjust and unacceptable. ' [57] Sashidharan [58] [59] [60] [61] was vociferous in his criticism of SA psychiatrists. He referred to the racist practices of mental health professionals and their support of racist legislation, lack of facilities for non-whites and the psychological impact of apartheid. In their response, SA psychiatrists denied discrimination in mental health legislation, stated that as of 1982 there were seven black psychiatrists in SA and limited their report to services within white SA. [62, 63] No comment was made on the state of mental health services in the homelands, the facilities provided by Smith Mitchell & Co or the fact that legislation was enacted by an apartheid regime and therefore inherently segregationist in its content. Burke [64] reported that mental health legislation was used to admit 'idle' and 'undesirable blacks for indefinite periods of time. ' In October 1985, Sashidharan wrote to the Bulletin of the Royal College of Psychiatrists: '... it will take more than self congratulatory statements to convince us that medical institutions and psychiatrists in SA are not subservient to racist governmental policies in the field of health. ' [61] The Council of the Royal College of Psychiatrists, in 1987, adopted a resolution for sanctions against SA. [55, 57] Levine [65] encouraged the members of the Society of Psychiatrists of SA to 'enter into a constructive dialogue about the problem of discriminatory provision of psychiatric services based on race. '
Racial differences strongly influenced the diagnostic practices of practitioners, with many psychiatrists working in public institutions arguing that black Africans and coloureds were not able to experience depression. Jones [28] continued to emphasise that 'therapeutic applications were limited mainly to white men' . Jones agreed that no blanket statement could be made about all practitioners working in apartheid SA, but some psychiatrists did serve the interests of the apartheid state, while others did not (personal communication with principal author, Jones, February 2014.) Outside of the Bantustans, Dr George Hart expressed his dissatisfaction with the conditions for black patients at Sterkfontein Hospital. [28] In his address to the American Psychiatric Association (APA) in 1997, Prof. Cliff W Allwood acknowledged that some members of the Society of Psychiatrists were involved in designing, implementing and defending state policies for the racial separation of psychiatric services. [66] Together, the different pieces of legislation, racial segregation and the mental hygiene movement had a serious and deleterious effect on service provision for blacks in the country, particularly in the 'homelands' . In the Transkei and the Ciskei, there were no black psychiatrists. The Ciskei had non-Xhosa-speaking white psychiatrists who depended on interpreters. The Transkei had a resident black psychiatrist in 1991, with the establishment of the medical faculty at the University of Transkei.
In 1993, the Provincial Department of Health had the responsibility of amalgamating the three administrative areas of the Ciskei, Transkei and Cape Province to provide a comprehensive and integrated health service. It had to focus on re-addressing the inequities in health delivery during the apartheid era. This department inherited a fragmented service, with mental health services more developed in the former white areas of the province. Private mental health facilities were and are still situated in East London and Port Elizabeth, two former nodes of economic growth in apartheid SA.
A 1996 report titled Health Care in the Eastern Cape stated that there was an inadequate number of staff and facilities to provide a mental health service in the Eastern Cape. The report noted that the greatest area of need, in terms of psychiatric facilities, staff, access to mental healthcare in primary healthcare facilities and residential facilities was in the former homeland of Transkei. [67] A further challenge that the Department of Health faced was the implementation of the Mental Health Care Act No. 22 of 2002. In 2006, the Department's annual report listed several constraints, such as inequity in the distribution of beds, insufficient number of beds in East London, Mthatha and Libode, challenges in implementation of the Mental Health Care Act, shortage of psychiatrists and an inadequate community psychiatric service. [68] The Department of Health planned in 2006/7 to set up three task teams for the implementation of the Mental Health Care Act, identify 28 designated facilities and increase the number of psychiatric beds by 150. [68] As of March 2014, the number of designated facilities in the Eastern Cape is eight and the bed status has remained unchanged.
Conclusion
The historical development of mental health services in the Eastern Cape has been greatly influenced by colonisation, the homeland policy and the legislation of the apartheid regime. The system of service delivery needs urgent revision, with the development of an integrated service that steers away from a vertical approach to the provision of health services.
It is clear that the need for psychiatric facilities in many areas requires urgent addressing. This is in particular reference to the paucity of services in the previous homeland of the Transkei. In 2001, the Umzimkulu Hospital was incorporated into the Province of KwaZulu-Natal, resulting in the loss of over 400 beds and total dependence on the Mthatha Mental Health Unit in that region.
[69]
The marked lack of child and adolescent psychiatric services throughout the history of the province, particularly in the homeland states, is evident. Planning and provision of these services should be targeted at these regions particularly. More than 20 years after the appointment of the first black psychiatrist in Umtata, the number of non-white specialists in the province currently numbers three in state practice. The recruitment and retention of specialists should be a priority.
In Freeman's [70] opinion, the objective of the Mental Health Care Act is to make the best possible mental healthcare, services and rehabilitation available to the population equitably, efficiently and in the best interests of mental healthcare users within the limits of the available resources.
In describing the mental health gap in SA, Burns [71] correctly points out that psychiatric hospitals remain outdated, in disrepair and unfit for human use. This is true for several institutions in the province, specifically for Elizabeth Donkin Hospital, where several reports recently have indicated inhumane facilities. [72, 73] Twenty years after SA's first democratic election, some progress towards achieving the above should be evident. However, very little has changed in the provision of psychiatric services throughout the province. However, the challenge that the Department of Health now faces is surmountable with careful planning and equitable distribution of limited resources. The Eastern Cape stands at the forefront in providing undergraduate medical training with a focus on community care, and this should be the starting point for developing a strong and formidable work force to improve mental health service provision. A retention plan of this work force should enable the creation and development of a mental health service within the primary healthcare system. This must be supported by budgetary allocations for the implementation of such a transformative system.
One lesson from the past should, therefore, be equitable distribution of resources for the provision of care for all that inhabit this province, as is enshrined in SA's constitution. The greatest lesson for psychiatry in general is well summarised in the following extract from Prof. C W Allwood's address to the APA in May 1997: 'We do not wish to be patronised. We do look for collegial acceptance by the international community: a willingness to walk with us in whatever will be to our mutual benefit, as equals trying to find solutions to the world's needs. In this we believe that our experiences have given us something to offer. ' [66] 
